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Fracture and Orthopzdic Department, Royal Victoria Hospital, Belfast
"''lihe days of our years are three scor-e yeal-s and teni,
and it' by r-etason of str-engtlh they be fouI score Years,
yet is tlheir- strength labour and sorr-ow.'"
So says the Psalmist, and how forcibly do his words strike us when coinsidlering
the conditions which affect the aged. These constitute social, medical and
surgical problems with which at present we are not keeping pace.
Of the surgical problems, none is more challenging or more vorthy of thoughlt
than the trochanteric fracture of the femur-the fracture of the twilight of life.
This very special fracture is certain to increase in numbers in any surgical
service in the fuiture since we are assured that the percentage of the aged among
our population is increasing, and that this increase is likely to conltinue for many
years.
This communication is not a statistical review, nor is it in anyl wax an attemipt
to compare the endl results of conservatism and operative surgery in the treat-
ment of the fracture. It is hoped, however, to point out some of the problems
involved and, whilst stressing the benefits of surgery, to describe a simple and
satisfactory coniservative method of treatment easily applicable in every
hospital, whatever the surgical facilities may be.
I HE FRACTURE.
'I'rochanteric fractures (the old extra-capsular fracture) form 6(0 per cenit of
all fractures at the upper-end of the femur and occur typically in feeble old ladies.
These are older, oni an average, by 10 years thani those who suffer from trans-
cervical and subcapital fractures, wvhicli are still reasonably an(d adequately
treated by the use of a Smith-Petersen pini. Since the patients are between 70
and 80 years or more, complications are commoni an(d serious, the mortality is
high, and the general management is difficult.
The general direction of the fracture is obliquely downwards anid inwards
across the intertrochanteric line, but the cases vary enormously from a lineacr
crack without displacement to comminuted fractures with txvo, three, or even
more fragments partially or completely dlisplaced. If the medial cortical portion
of bone betweeni the under-surface of the neck and the lesser trochaniter is niot
displaced or has beenl restored after reduCtion, theni the fractLure is stable, andcl
perfect anatomical unionl will occur. If this is nlot so a coxa vara deformitv is
inevitable, through collapse of this medial bony pillar, no matter what is donie.
This problem of instability and collapse occurs in about 30 per cenit of all cases,
172and it may be that a lack of appreciation of this fact has been partly responsible
for disappointing end results.
Where sand-bags and a general "laissez-faire" attitude have been adopted in
the management of the case, the shortening and deformity of the limb, and the
FIG. 1
Showing the general arrangement of the patient in bed with traction on the limb
by the method described in the text.
general crippling resulting thereby, may well create a difficult social problem
since the patient may be forced to remain in bed at home or in hospital for the
rest of his or her life. Nor can one nowadays accept the Thomas splint, the well-
leg traction apparatus, or the plaster of paris spica as reasonable approaches
to treatment since they too may result in severe crippling. The Thomas splint
is unable to prevent external rotation of the limb, the well-leg traction
immobilises both legs and there are real dangers of a stiff knee on the uninjured
side, whilst the plaster of paris spica by its general awkwardness, its intolerable
bur(len to the patient, and its proneness to produce pressure sores should be a
173thing of the past. Gross mental unrest and even acute mania have been seen in
any method which completely immobilises the patient in bed, and from time to
time cases, treated by one or other of these methods, have had to have their
treatment discontinued long before the fractures were united. Old people cannot
endure for long, rigid immobilisation of their limbs.
CONSERVATIVE TREATMENT versus SURGERY.
Since the patients are old and often bodily and mentally feeble, it is not to be
wondered at that opinions differ in regard to treatment. Some surgeons are
conservative always, whilst others insist on a purely surgical approach
occasionally an obliquely placed Smith-Petersen pin, but usually some form of
blade-plate fixation. This current tendency to adopt one method, either conserva-
tive or operative, is to be deplored since each case presents an individual problem
and many factors have to be considered. Some cases are not viable when
admitted to hospital - they will die soon and are better left alone. In
the average case, however, the choice between conservative treatment and
FIG. 2
Showing the arrangement of the two stirrups in relationship to the tibial pin.
operative fixation will depend on the general condition, on the exact type of the
fracture, on the type of surgical service available at the time it is required, and
on the previous, that is, the pre-accident, functional capacity of the patient.
When all these are taken into account it is generally agreed that, provided the
fracture is reduced and immobilised in good position, whether by conservative
or operative meanis, most patients who survive will gain solid bony union.
In every hospital good conservative treatment should be, and indeed usually
is, practised, demanding first-class nursing, common sense application of well
known surgical principles and properly directed and persuasive physiotherapy.
This can be made almost a routine, whereas operative treatment may not always
be possible. On the other hand, every hospital does not possess the facilities for
the operative approach to the problem. Operative fixation of trochanteric
fractures as a routine will fail, or at best be a dangerous practice, without a
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available with suitable radiological facilities, good anaesthetic and blood
transfusion services and surgeons trained to orthopaedic emergencies and with
time to devote to them. The surgical approach must be an emergency one also
since after a few days the chance of blade-plate fixation may well be lost through
the advent of thrombosis of the limb, pneumonia, general deterioration of the
patient, and the real risks of pulmonary embolism from delayed surgery.
The advantages of surgical treatment cannot be denied, however, as they
include rapid relief from pain, the complete absence of all restricting apparatus
and early mobility. Mobility means not only that the patient can move about in
bed immediatelv after surgery, but can be sitting in a chair within a few days
and in many cases can be ambulant in a few weeks. These are indeed advantages
which conservatism cannot offer, since any conservative method means a period
of eight, ten or twelve weeks in bed. During this time joints may stiffen,
pneumonia develop and many nursing difficulties be encountered. Loss of morale
and loss of desire to recover function, or even to live, are unfortunately some-
times met with, and these form the most depressing complications- of all since
they completely defeat the energies and enthusiasm of those responsible for
treatment. So let us be operative where the facilities are readily available, and
niot deny these old patients the real advantages of blade-plate fixation, i.e., of
internal suture of their bony wounds -we would not deny them this if the
wounds were of the soft parts - but where we must be conservative, either
through lack of facilities or on account of the type of fracture, let us embark
on a regime which is conservative in the sense that it is non-operative and not
in the sense that it means no treatment at all.
MODIFIED RUSSELL TRACTION
as used in Royal Victoria Hospital, Belfast.
A study of the accompanying diagrams (figs. 1 and 2) will explain better than
words the essentials of the method used. A few points only need be stressed:
1. The patient is first of all an:aesthetised and transfused with blood if this is
indicated.
2. Under strict aseptic precautions a Steinmann's pin is inserted transversely
through the upper end of the tibia.
3. The fracture is reduced by manipulation - this is all important, and it is
surprising how accurately the fragments can be replaced in the average case
(figs. 3 and 4).
4. Two stirrups are then applied to the Steinmann's pin and the leg suspended,
as in diagram, from any ordinary type of suspension frame. The thigh is
elevated by a canvas sling of 6-9 inches in width, which is separately
supported from the frame by a weight dropped at the head of the bed.
5. As soon as the pain from the fracture has disappeared, and this occurs
rapidly, hourly exercises are practised within the range permitted by the
175apparatus. These exercises are for the body generally, though particular
attention is paid to the knee and foot of the injured leg.
6. Where lethargy is present, the masseuse must persuade, cajole, or even bully
the patient into activity, and she must encourage by massage to the limb as
a whole, combined with assisted or even passive movements of the knee and
foot.
7. In 4-6 weeks after treatment has been started, X-ray evidence of commencing
bony union can practically always be demonstrated. Now is the time to
-persuade the patient to make more vigorous movement in bed, and from this
period onwards the hip itself must be exercised along with the other joints.
8. By using this method the nursing difficulties are greatly reduced, the back
and hips are easily accessible for toilette and for daily frictions. Bed sores do
not develop unless they have already appeared before the case arrives in
hospital, re-displacement of the fracture practically never occurs, and knee
stiffness is minimal.
9. In 8-12 weeks bony union has advanced sufficiently in most cases to allow
removal of all apparatus, and the patient can then sit up in a chair.
10. Rehabilitation in walking comes next, and this requires a wheeled walking
machine to be used for short periods several times daily.
11. When the patient's confidence has returned crutches are supplied, and as
soon as their use has been mastered the patient can go home.
12. It is doubtful whether a walking caliper in the early ambulatory phases
serves much purpose or not. It may be justifiable in younger patients, but for
the average case it is awkward, and the patient may find it difficult to use.
This method has been used in the Royal Victoria Hospital, Belfast, for several
years, and it has proved to be the most satisfactory conservative method of treat-
ment ever employed in that hospital, both from a surgical and a nursing point of
view. In round figures, a reasonable result can be obtained in fully 70 per cent
of all cases, and these patients will be ambulant. Fifteen per cent will die from
lung, kidney or heart failure, and the rest-some of whom had little or no pre-
accident ambulatory function anyway-will have to accept restricted activity or
even a chair or bed existence for the remainder of life.
Whilst I prefer operative fixation of the fracture by a blade plate as often as
it is possible, I realise that this is not always a safe or easy method. It is for this
reason that I have suggested the above conservative approach to the problem
and hope it will be found to be of help to those not familiar with it, especially
where, for one reason or another, they must preserve a conservative outlook.
I would like to thank Mr. Smith, the artist of the Royal Victoria Hospital, for his beautifully
prepared diagrams, which are really the essence of this paper.
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FIG. 3
X-ray of a typical case of trochanteric fracture
wvith scveral fragments, before treatment.
FIG. 4
X-ray slhowing the sanme case eight weeks after
reduction and immobilisation. Note the main-
tenance of the good general outline of the femur
and well-marked new bone formation.